Methods: A retrospective chart review over a 16-month period identified patients undergoing ultrasound-guided scalene block. Injectate consisted of local anesthetic (0.25% bupivacaine) combined with steroid (20 mg triamcinolone) into the anterior and middle scalene muscles. Successful block included intramuscular needle placement and medication delivery (Fig). Positive diagnostic outcome was defined as pain relief and/ or improvement in function.
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Effect of Stent Design on Branch Vessel Outcomes in Fenestrated Endografting of Complex Aortic Aneurysms
Behzad S. Farivar, Agenor Dias, Corey S. Brier, Yuki Kuramochi, Federico Ezequiel. Parodi, Matthew J. Eagleton. Cleveland Clinic, Cleveland, OH Objectives: The ideal mating stent for target vessel revascularization in fenestrated/branched endograft (F/B-EVAR) repair of juxtarenal aortic aneurysm (JRAA) and thoracoabdominal aortic aneurysms (TAAA) remains unknown. The objective of this study was to assess the impact and complications associated with use of different stent types and configurations mated with reinforced fenestrations during F/B-EVAR.
Methods: Clinical data from patients undergoing F/B-EVAR for JRAA/ TAAA in a prospective physician-sponsored investigational device exemption trial were analyzed. Outcomes for two different balloonexpandable covered stents (BECS) mated with reinforced fenestrations along with the effect of placement of an additional self-expanding stent (SES) were assessed. Primary patency, type III endoleaks, and overall per-patient reintervention rates were calculated. The Cox proportional hazards model was used for time-to-event analysis.
Results Conclusions: BECS choice does not appear to affect branch durability following F/B-EVAR. Selective distal SES placement in vulnerable RAs may provide a safeguard against a primary occlusive event. Routine addition of distal SES does not improve SMA fenestration stability. Stent design does not impact primary patency and overall reintervention rates in patients with fenestrated endograft repair of aortic aneurysm.
Author Disclosures: C. S. Brier: Nothing to disclose; A. Dias: Nothing to disclose; M. J. Eagleton: Nothing to disclose; B. S. Farivar: Nothing to disclose; Y. Kuramochi: Nothing to disclose; F. Ezequiel. Parodi: Nothing to disclose. Objectives: Splanchnic artery aneurysms (SAA) are rare, and little is known about their natural history and management. We reviewed our single-center experience managing this patient population.
PC084. Natural History and Management of Splanchnic Artery Aneurysms in a Single Tertiary Referral Center
Methods: A retrospective review of the Yale radiology database from January 1999 to December 2016 was performed. Only patients with a SAA and a computed tomography (CT) scan of the abdomen were selected for review. Patient demographics, aneurysm characteristics, Results: A total of 125 patients (77 men [62%]) with 138 SAA were identified. The mean age was 66 years (range, 25-94 years). On CT, 56 (45%) had previously diagnosed/concomitant aneurysms elsewhere. There were 30 patients (22%) who underwent operative repair (OR). The rest were monitored with serial scans without operative intervention (NOR). All patients who presented with severe abdominal pain (n ¼ 11 [44%]) underwent OR. Five patients presented with a ruptured SAA (3.6%; range, 2.3-5.0 cm), for which all underwent OR except one. Other indications for repair included large size in 7, rapid growth in 2, other open abdominal surgical procedures in 2, multiple aneurysms in 1, and desire to pursue fertility treatment in 1. The mean overall vessel diameter was 1.76 6 0.83 cm. The diameter of OR and NOR was 2.41 6 1.23 cm and 1.58 6 0.56 cm, respectively (P ¼ .00001). Operative repair included 14 (56%) endovascular embolizations and 11 (44%) open abdominal operations. Two patients after embolization underwent abdominal operation for hematoma and splenectomy. Open repairs included bypasses in 6, splenectomy in 2, resection in 2, and plication in 1. Two patients had postoperative acute kidney injury that resolved and one died of multisystem organ failure. One bypass occluded without sequelae. The overall complication rate was 20% (6 of 30). Mean follow-up was 50 6 42 months for NOR, without any adverse events related to SAA, including 10 patients with SAA >2.0 cm. On multivariate regression analysis, a history of smoking (P ¼ .04) and male gender (P ¼ .02) were inversely related to growth rates. The mean growth rate for SAA was 0.064 6 0.18 cm/y (Fig) .
Conclusions: It seems reasonable to follow asymptomatic patients with a SAA <2.0 cm because of their slow growth rate (0.064 6 0.18 cm/y) and because in our series, the smallest ruptured SAA was 2.3 cm in diameter. However, when intervention is needed, open and endovascular options should both be considered. The complication rate is not insignificant; therefore, careful patient selection is necessary. Objectives: Placenta accreta, an abnormal placental adherence to the myometrium, is a major risk factor for massive postpartum hemorrhage (PPH). Placenta accreta-induced PPH can be life-threatening, requiring multiple transfusions and emergency hysterectomy. There are reports describing favorable outcomes using endovascular techniques to limit PPH, although this has not been widely reported in the vascular surgical literature. Most interventions are directed at the internal iliac or uterine artery, with the goal of reducing flow in the peripartum and postpartum period and mitigating placental hemorrhage and the need for hysterectomy. Here we describe our experience with a superselective approach aimed at controlling the placental artery.
Methods: A retrospective, single-institution review was performed of all cases of concurrent endovascular intervention at the time of scheduled caesarean section. Bilateral, percutaneous groin access was used to select the bilateral placental arteries. During delivery, balloon occlusion of the internal iliac artery with or without superselective coil embolization of the placental artery was performed. Sheaths and catheters were removed at the completion of the procedure.
Results: Seven patients were identified, with a mean age of 36.7 years and 35 weeks' gestation (Table) . Three patients underwent balloon occlusion only; two (67%) required emergency hysterectomy secondary to hemorrhage. Four patients underwent occlusion plus coil embolization; three (75%) were able to delay hysterectomy to an elective setting. Mean blood loss was 2100 mL. There were no complications related to access site or pelvic ischemia.
Conclusions: This series suggests that vascular surgeons can be valuable to the multidisciplinary approach to women at high risk of PPH. Superselective embolization of the placental arteries appears to be 
